Abstract 17-year-old primigravida patient presented with chest pain, dyspnea, sore throat and a sensation of swelling in the neck and throat approximately 3 hours after difficult vaginal delivery at home. Breath sounds were equal bilaterally. Physical examination revealed subcutaneous emphysema that expanded from the anterior thorax to the neck. Posteroanterior (PA) chest X-ray showed air in the neck and thoracic computed tomography showed pneumomediastinum. The patient was admitted to our clinic and was started on ampicillin-sulbactam 3 x 1 grams iv, paracetamol 2 x 1000 mg and 3 L/min of oxygen therapy. C-reactive protein (CRP) concentration and erythrocyte sedimentation rate (ESR), which were monitored on a daily basis, showed decline. Repeated chest X-rays did not show any progression. The patient was clinically stable and was discharged from the hospital on the third day. Currently in her third month of follow-up, the patient is stable.
INTRODUCTION
Spontaneous pneumomediastinum is defined as free air in the mediastinum without trauma or a medical problem, and is rarely encountered [1, 2] . Spontaneous pneumomediastinum is a clinical entity first described by Hamman in 1939 [3] . Conditions that increase intrathoracic pressure, such as esophageal rupture, acute asthma attack and trauma can be named as its reasons [4] . This study presents the case of spontaneous pneumomediastinum and pneumothorax that developed in a patient who had difficult vaginal delivery at home by reviewing the literature.
CASE PRESENTATION
17-year-old primigravida patient applied to our center with chest pain, dyspnea, sore throat and a sensation of swelling in the neck and throat approximately 3 hours after difficult vaginal delivery at home. Breath sounds were equal bilaterally. Physical examination revealed subcutaneous emphysema that expanded from the anterior thorax to the neck. Other physical examinations were evaluated normal. Leucocytosis was present in complete blood count during admission. It was seen that the patient's erythrocyte sedimentation rate (ESR) and CRP values were raised. Images consistent with subcutaneous emphysema in the neck ( Figure 1) were seen in the postero-anterior chest X-ray (PA CX), and an image belonging to pneumomediastinum and bilateral minimum pneumothorax was assessed present on Thoracic Computed Tomography (CT) (Figures 2A,B) . The patient, who was admitted to our clinic, was started on ampicillin sulbactam 3 x 1 grams iv, paracetamol 2 x 1000 mg and 3 L/min of oxygen therapy. It was seen in daily CRP and ESR follow-ups that there was a decline. Progression was not seen in PA AC graphy follow-ups. The clinically stable patient was discharged on day 3. The patient, who is currently on her third month follow-up, is stable. 
DISCUSSION
Apart from trauma, spontaneous pneumomediastinum and spontaneous pneumothorax that develop during pregnancy and maternity are rare occurrences [5, 6] . Generally chest pain which is present in the clinical symptoms of the patients is accompanied with dyspnoea, dysphonia and subcutaneous emphysema in the neck [7] . Complaints start during delivery or immediately postpartum; however, this condition can be described as far as the postpartum second month [4] . Since the risk of venous thromboembolism increases in pregnant women, the risk of pulmonary thromboembolism also increases in the postpartum period, and pulmonary thromboembolism should be kept in mind in patients presenting with dyspnoea in the postpartum period [7, 8] . The patient's complaints began approximately three hours postpartum, and the patient presented to our clinic with chest pain, dyspnea and subcutaneous emphysema in the neck region, which are findings also seen in the literature.
Many lung diseases including bronchiectasis, asthma, emphysema, and interstitial lung diseases are predisposing factors in the development of spontaneous pneumomediastinum [1] . These diseases that can cause spontaneous pneumomediastinum were not present in our patient.
Subcutaneous emphysema spreading to the neck is observed in Boerhaave syndrome originating from the oesophagus tissue. While Boerhaave syndrome is associated with vomiting during pregnancy, it has not been described during delivery. The source of free air in spontaneous pneumomediastinum is the lungs. Ruptures in small bronchial or alveolar level and barotrauma caused by positive pressure ventilation in the perinatal period can develop as a result of Valsalva-type manoeuvre that increase intraluminal pressure [7] . Prolonging of the second phase of delivery or the presence of cephalopelvic disproportion increases the risk of spontaneous pneumomediastinum development since intrathoracic pressure is going to increase due to the fact that the Valsalva manoeuvre will be specifically more in this period [4] . It was stated that our patient had a difficult delivery outside hospital conditions. The diagnosis of spontaneous pneumomediastinum is made through chest roentgenogram or thoracic CT. Moreover, esophagogastroscopy and bronchoscopy are among the recommended diagnostic tests [1] . Chest roentgenogram and thoracic CT were performed on our patient but esophagogastroscopy and bronchoscopy could not be performed.
Follow-up period of these patients should be at least 24 to 36 hours [9] . Bed rest, oxygen inhalation, analgesic treatment, and antibiotherapy against the risk of mediastinitis are recommended in treatment [4, 10, 11] . Our case was followed up 48 hours in hospital conditions, and oxygen inhalation, analgesic treatment and prophylactic antibiotherapy were carried out throughout the follow-up.
Pneumothorax and spontaneous pneumomediastinum should rank among diagnosis in dyspnea complaint that could develop after difficult vaginal delivery. 
